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Washington State Department of Health
FOODBORNE OUTBREAK REPORTING FORM
PART | - EPIDEMIOLOGIC INVESTIGATION

DOH USE OMLY

Return completed form to DOH Epdemiciogy, 1810 NE 150" &, Shoreline, WA 92155, Fax (208) 4185515

|. COMPLAINTEXPOSURE INFORMATION

Uate of complaint Complainant name Adchess {Hi Fhone
(W) Phane
# persors who ate suspect meal: =1 p=rscn il do any perscns live tagether? Y [N | Cnd il p=reons have amy other | Anyill persons hospitalized?
meals in comman? Oy OM
# ill pevsons who ate suspect meal:___ D ary il parsons work together? ¥ ON Oy Ox Ay stool samples subrmitted 7
O OM
Suspactad place of exposures Addvass City Caunty
Place Praparsd Place Eatan
A Restaurant/dali O CGamp O'Workplace café A Fair, festival, J Restaurant/deli O Camp O'Wortkplace café [ Fair, festival,
A Day care canter [ Gatarer 0 Mursing hame ather maobils A Day care center A Catered event 1 Mursing homs other mabils
A School [ Givoceary 0 Prison, jail A Oher (descrbal d School [ Grocery i Prison, jail 4 Other (describe)
d Church, stare L Pryivate homs A Church, stare i Private homs
tample, sic. [ Hozpital 0 Picnic templa, sz, O Hoggital [ Pignic
PERSON NAME CONTACT INFORMATION
Mame: Mame: Mame: Mame:
Il. EPIDEMIOLOGIC Phore: Phone: Phone: Phore:
DATA Addrass: Addrass: Addrass: Addrass:
Date interviswed Date: Date: Date: Date:
Age and se JM OF oM _OF oM OF oM OF
Diate and fime st Ciata Tim= am |Dats Time am |Cats Time am |Cate Time am
ate and time ate - - P e
First symptom Ovomiting ODiarrhes Owomiting O Diarrhes Ovaormiting ODiarrhea Ovaomiting ODiarrhes
Mt [JHot i Mot [t Il
I Diate & time of onsst of Ciate Tim= Date Time Cate Time Crate Time
L vomit or diarrhea am am am am
L ferhizhes firsti Lm Lm el el
H | Incubation {indicate
E minutas or hours)
5 Diate & time of last Ciata Tim= am |Dats Time am |Cats Time am |Cate Time am
5 epizode of vomit'diarrhea Pm pm Em Em
for still ill}
I Diunation (indicate
N minutes or hours)
F SYMPTOMS — (4] I parson EIEIH!'HDEI] SYMptom, -} I person @d L 2 par lenos Sy mprtcm
g MNavis=a
| Vomiting
A Abdominal Gramps
-Ir Diarrhea
o | Awvg# of stools in 24hrs
N Blocdy diarrhea
Fawer
Headache
Bady ache
Chills
Cither (list)
Healthcare provider visit
Hospitaliz aticn
Stool submittsd
Lab resuls
. COMMENTS :(For a single cass of Hiness, record all food and drinks consumead In the Incubation pariod of suspected agent organism. If thers 15 not enough

Information to cagorize the suspact agent, record food and drinks consumed In the T2 hours prior o Hingss. For 2 oF Mone casss, record commaon meals In72
hours before onset of SYMPioms or In the appropriate fime period basaed on the suspect agant)

V. BASED ON EPIDEMIOLOGIC EVIDENCE, [ Bacterial Toxin 1 Bacterial Infection dVival A Chermnical i Unknosin
THE FOLLOWING IS SUSPECTED: 2 Crther (speaiy)
VI FIELD INVESTIGATION CONDUCTED dYes (submit Part i, Field Investigation form)
Mo (Explain)
COMPLETED BY (print): Ageancy Phone Date

DCH 210-014 (B7100)




J-DAY FOOD HISTORY (optional. for use by county investigators if desired)

PERSON #
Day Of lliness Outbreak One Day Before lliness Outbreak Two Days Before lliness Outbreak
Date: Date: ! / Date: /! /
Brk: Brk: Brk:
Lun: Lun: Lun:
Din: Din: Din:
Ot Oth: Oth:
PERSON #
Day Of lliness Outbreak One Day Before lliness Outbreak Two Days Before lliness Outhreak
Date: Date: Date:
Brk: Brk: Brk:
Lun: Lun: Lun:
Din: Din: Din:
Oth: Ofh: Oth:
PERSON #
Day Of lliness Outbreak One Day Before lliness Outbreak Two Days Before lliness Outhreak
Date- Date: / / Date: { |
Brk: Brk: Brk:
Lun: Lun: Lun:
Din: Din: Din:
Ot Oth: Oih:
PERSON #
Day Of lliness Outbreak One Day Before lliness Outbreak Two Days Before lliness Outhreak
Date: Date: / / Diate: /
Brk: Brk: Brk:
Lun: Lun: Lun:
Din: Din: Din:
Oth: Oth:

Oth:
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Washington State Department of Health

FOODBORNE OUTBREAK REPORTING FORM

PART | - EPIDEMIOLOGIC INVESTIGATION

SUPPLEMENTAL FOOD HISTORY SHEET

PLACE OF EXPOSURE

COMPLAINT DATE

List in the same order as on previous page

Food item

Person name:

Person name:

Person name:

Person name:
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